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Y 000 Initial Comments Y 000 a E (e’ ol -
This Statement of Deficiencies was generated as 7 l of /pdzh"‘ & &0* <-4
a result of an annual State Licensure and lDl 2
complaint investigation survey conducted in your
facility on 9/10/08. This State Licensure survey
was conducted by the authority of NRS 449,150,
Powers of the Health Division,
The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.
The facility is licensed for Residential Facility for
ten Group beds which provides care for persons
with Alzheimer's disease, Category |l residents. B4
The census at the time of the survey was nine.
Nine resident files were _rewewed and‘three Cl.) B allenies J o "l_Lg
employee files were reviewed. One discharged PR . @
resident file was reviewed. SN g Lk—a
was chrhecol J . F:(
Complaint # NV00013946 was unsubstantiated. \ ey C‘.hJ c”” S NnFe
Complaint # NV00015687 was unsubstantiated. 3 CTmenge I e R e“ti.éjlg.
and A
The following deficiencies were identified: nello nln 3.
. 1‘9 . :j QJ“ G‘Jﬁ"»t_\’\* T.ncj_
Y 180 449.209(7) Health and Sanitation-Lighting Y 180 Lo L) . b Pk Ol
= . L v
5s-F bomio o 07 | modl)l
. LTy FieE oDeiug <
NAC 449.209 oot il bogf g
7. The facility must maintain electrical lighting as teuns jane $4¢
necessary to ensure the comfort and safety of the C> Coms PQ[ML 09 / i / o5
residents of the facility. paLo_ )
SRe O—II;A cj'v m_n.’-g—.r Jg'— J
This Regulation is not met as evidenced by:

/W s "O/:Lb/o&
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resident's physician.

than a year.

Findings include:

5. Before admission and each year after
admission, or more frequently if there is a
significant change in the physical condition of a
resident, the facility shall obtain the results of a
general physical examination of the resident by
his physician. The resident must be cared for
pursuant to any instructions provided by the

This Regulation is not met as evidenced by:
Based on record review on 9/10/08, the facility
did not obtain the results of an annual physical
examination of a resident by their physician for 1
of 9 residents residing in the facility for longer

SAN VICENTE HOME CARE LAS VEGAS. NV 89123
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¥ 180 Continued From page 1 Y 180
Based on observation on 9/10/08, the facility did
not ensure that 2 of 3 emergency lights
functioned.
Findings include;
The emergency/exit light outside bedroom #3 did W7 — \
not illuminate when tested. The emergency light _\j 25 q
outside bedroom #5 did not illuminate when .
tested. Q_) O F\_;_:ﬁ e e a 0 c-_OF.& 9.5
Severity. 2 Scope: 3 f’@ +he ool SRS TE 1)
Y 859 449.274(5) Periodic Physical examination of a Y 859 L\‘j’-‘-'—’c— C-L S it bj U‘&
85=D resident '
P L\"‘J’Q*—C-*- TN AR | |
NAC 449.274 moal de s o QNZ‘J/

‘3) G“:{"""“"—‘—D[ﬁaj_@rz. uu_LL

Pleane S e J\Q{,mmji;
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Y 859 Continued From page 2 Y 859
Resident #8 - Date of admission was 3/16/02.
The residents's file did not contain the results of
an annual physical examination of the resident by 8 :7 G
a physician for 2004, 2005, 2006, 2007 and 2008. )’ _
Severity: 2 Scope: 1 O"‘> Mepes '}) S CL‘“-’JJ of>
ST LL[L.. "‘c: ﬂ o e,
Y 876 449,2742(4) NRS 449.037 Y 876 f ” —
SS=A Q’W ™ ﬁ_tz_rqr L_Q [ .
NAC 449.2742 )
4. Except as otherwise provided in this Q}J-Q’chl_p g o J =
subsection, a caregiver shall assist in the 7
administration of medication to a resident if the . —
resident needs the caregiver's assistance. A b) Q__J R J ey ' U
caregiver may assist the ultimate user of
controlled substances or dangerous drugs only if m -
the conditions prescribed in subsection 6 of NRS ‘o' }QQ‘ SANL [ L‘L o
449.037 are met. ol L, < A
bilecnn The 7]
This Regulation is not met as evidenced by: e e ’Luu.-rb
Based on record review on 9/10/08, the facility e P
failed to ensure that an ultimate user agreement ~ L%'LQ Cl*mjk
was signed for 2 of 9 residents. Q’ej s (J:;,Q'L'Gh —t=Z
Findings include: c e L“:E} .
The resident files of Residents #1 and #4 did not ’ C C;tm oL
contain signed ultimate user agreements that C ) S oo D9 /15 |k
authorized the facility to administer medications i 1
to the residents. i~ e ooe se0 U ochjranT s
Severity: 1 Scope: 1
Y 898 449.2744(1)(b)(4) Medication / MAR Y 898
$5=D
NAC 449.2744

g
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1. The administrator of a residential facility that ‘ jj' A
provides assistance to residents in the G‘) Rﬂ‘n““cl"’“ H o
administration of medication shall maintain: Fl P P J.‘_,E' i Sy
(b) A record of the medication administered to s <
each resident. The record must include: e c crdaoclae
(4) Instructions for administering the P | = |
medication to the resident that reflect the current CTE R o
order or prescription of the resident's physician. o o c:on ~ om'—C; e OL
Sz m—o~c1_9_ :—\.T o ' o
. . | <
o e “‘“‘]—-‘LST O&—\g‘ 5_._% )
This Regulation is not met as evidenced by: < ) Sy S le LBL o mo{ Q_g:: o
Based on review of the medication administration b O._cf A -t <
record (MAR) and staff interview on 9/10/08, the ) T oo - oJ o | o) )
facility did not ensure the MAR was accurate for 1 P W= P ey cJL
of 9 residents. | - S ol
Fd i |d e Q_QL'OﬂS ™y
indings include: e o - 1 | 1
g,Ln_ = L RR
Resident #9 - Review of the medication supplies Lo i N co A Lo monad
for Resident #9 revealed that she was prescribed -
Lorazepam 1 milligramn (mg) one tablet every six ™~ D <= e cj s [,, e g |
hours as needed for anxiety. Review of the T
September 2008 MAR did not list the Lorazepam. Pl e ~oe Og__ f =y
The pharmacy label revealed the medication was ~ <]
dispensed on 3/26/08. Review of the MARs for > 7= '
the past six months revealed that the last dose C
was administered on 3/25/08. The administrator Com- U’Dg-t-o{/ i o / ! ‘7/ o
stated the resident had not been having the lo Gp
anxiety and had not required the administration of ™ e E:Ucac:lq e J},l
the Lorazepam since the 3/25/08 dose.
Severity. 2 Scope: 1
YAG45 449.2704(1-5) Rate Agreement YAB45
55=8B
NAC 449.2704
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YA645 Continued From page 4 YAB45 :j A Gl 5 @

The administrator of a residential facility shall,

upon request, _n_make the following information Y ') N TorR M ohj_, o \ Ol:,
available in writing: |
1. The basic rate for the services provided by the } . f?-cj:ﬂ' =) }’ o-c(}m_.u—mm]—
facility; .
2. The schedule for payment; ™y o,Lu QJ . ' Gn-c( cL'L mc{u )
3. The services included in the basic rate; - - j‘ I
4. The charges for optionai services which are 5 e~ Sl sae o FOrR
not included in the basic rate; and - —
; h - b A LGN RVICES
5. The residential facility's policy on refunds of & & sekv
amounts paid but not used. Vo E A R C PR A

D) ADMINISTRATOR  wWily MAKE
SbRE  RATE OF AGREsWVENT
WIHLL  BE SIGNED WAENEVER

This Regulation is not met as evidenced by:;

Based on record review on 9/10/08, the facility

did not ensure that a rate agreement was TO THE TFACILITY .

provided for 4 of 9 residents signed by the

administrator and the resident or a representative -
for the resident. ) Com PLETE =n O ] oilos

PLEASE <S<EE ATTAcRMENTEH

ADNEW RESIDENT s Admirlet

Findings include:

The resident files of Resident #1, #4, #5, and #8
did not contain copies of rate agreements signed
by the administrator and the residents or a
representative for the residents.

Severity: 1 Scope: 2

YAQ08 449.2746(2)(a-f)PRN Medication Record YAQ08
SS5=A

NAC 449.2746

2. A caregiver who administers
medication to a resident as needed
shall record the following information
concerning the administration of the
If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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YA908 | Continued From page 5

medication:

{a) The reason for the administration;

(b) The date and time of the

administration;

(c) The dose administered;

(d} The results of the administration

of the medication;

(e) The initials of the caregiver; and

(f) Instructions for administering the medication to
the resident that reflect each current order or
prescription of the resident's physician.

This Regulation is not met as evidenced by:
Based on review of the medication administration
record {MAR) on 9/10/08, the facility did not
ensure that documentation for as needed (PRN)
medications was complete for 1 of 9 residents.

Finding include:

Resident #7 - Review of the September 2008
MAR indicated the resident was receiving
Hydrocodone as needed (PRN). The pharmacy
label showed that the resident was to receive
Hydrocodone/APAP 5/500 mg one tablet up to
two times a day as needed for pain. The MAR
only listed the name of the medication and not the
dose, reason or result for the administration of
the Hydrocodone,

Severity: 1 Scope: 1

YAS08 yA_ 9o Y @

a.) RESIDENT H#7T  APMTIED
O~ Og/on/o? - Y pROCOPONE
WAS  ORDERED  PRWN
FHYSIClAN isiTED DE:/D-/O?
AND CHANGED ORDER
OF My DRI CoDOME TO Bid
PER Faminys pEGULSsT
DPUE To AN OMN MER ]

7 pHARMACy NEVER. ChaNGET
THE FPRN LAREL T 21D
HYPrRe copnoMNE  No D\C’zé

CIRPARGED To TYLENOL PRN

"

b) ADMIVMISTRATOR vy MoN Tha
POLRLE cHEck Ay RoSTTLE4
FRom PHAaR A cyd wiyy
CONCIDE Wi P‘Ij})"S!C_.iAH:S

CRrRPER
C) Corn PLETED 09/23/0?
PLEASE SEE ATTACHMENT
B er £
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